Achievements
The size and scope of the impacts of HPV vaccines to date are somewhat extraordinary, given their apparent limitations and the public health challenges faced at the outset in attempting to implement mass HPV immunisation programs. These limitations and challenges included the vaccine's type specificity, need to be given prior to exposure, the three-dose schedule, target age group of early adolescence, and potential communication challenges around HPV being a sexually transmitted infection (STI). Added to this there is considerable complexity and cost in the design, conduct and interpretation of infection and disease surveillance studies following implementation of an HPV vaccine program [1] . In recognition of this, WHO does not consider that the ability to undertake post vaccination impact surveillance is a prerequisite for implementing a program [2] . However there is an undoubtedly high level of interest in being able to assess the health benefits of this anti-cancer intervention such that these is now an abundance of evidence from multiple countries, with a range of coverage and implementation strategies, that shows the vaccines are effective in real world use.
Impact on infection
At least fifteen countries now have data demonstrating vaccine effectiveness and/or showing falls in targeted types, and cross protective types especially for bivalent vaccine, following HPV vaccination (Table 1) . Falls are largest with higher coverage and multiple cohorts vaccinated [3] . Herd protection has been demonstrated in studies that have evaluated pre and post vaccination HPV prevalence in males with female only vaccination program [4] , as well as in unvaccinated women [5] . Although HPV being an STI may pose an impediment to acceptance of HPV vaccination in some communities (cancer prevention messages are a more effective strategy to achieve high coverage), it does make HPV potentially easier to control in a population that traditional vaccine preventable diseases which are spread by airborne transmission (eg measles) or faecal oral routes (eg polio). This is borne out by modelling showing that herd protection occurs even at relatively low coverage of 30% and that elimination is possible in a closed population within 70 years of vaccination if coverage in both sexes can be sustained over 80% [6] .
Impact on high grade cervical disease
Because cervical intraepithelial neoplasia (CIN) is diagnosed by cervical screening, detecting its decline following vaccination is dependent upon stability of screening recommendations, overlapping age groups for vaccination and screening, and accurate high-quality screening data. Countries with long standing screening programs, catch up vaccination cohorts and registry infrastructure have been the first to demonstrate reductions in diagnosis of CIN in screening women due to vaccination. Clinic based studies and subnational studies have also been utilised, with evidence of declines now available from at least nine countries (Table 1 ).
Impact on genital warts
Countries using the quadrivalent HPV vaccine, which provides protection against HPV types 6 and 11, have demonstrated declines in genital wart diagnoses in targeted cohorts, and in non-targeted male cohorts (Table 1) . Australian surveillance data also suggest a decline in juvenile onset recurrent respiratory papillomatosis, a disease caused by vertical transmission of HPV6/11 infection from an infected mother to her infant [7] , likely due to a very low post-vaccination prevalence of maternal HPV 6/11 infection in Australia.
A reason that the observed impacts described above may be larger than anticipated, given the difficulties experienced with achieving high coverage with three doses in most countries, is if one or two doses are providing partial or complete protection. This seems increasingly plausible on the basis of immunological, post hoc trial and emerging observational data consistent with a significant protective effect of less than three doses [8] . 
Impact on cancers
As cervical cancers arising from HPV infection typically take decades to develop, this is the same time horizon in which we should expect to confirm vaccine impact against cancer. Whilst one follow-up study of vaccine trial participants is suggestive of a lower cervical cancer risk, it has limitations in the questionable comparability of the post-hoc control group used [9] . Women under 30 are at a low absolute risk of cervical cancer so it is only in large populations with high effective coverage that a decline is likely to be statistically detectable at this time. US data suggest falling cervical cancer rates in young women, but these promising data are somewhat difficult to interpret with recent changes in screening recommendations for young women [10] . In every country where vaccinated women are now in screening age groups, management of 'vaccine failures' (i.e. women with cancer or pre-cancer diagnosed despite vaccination) will be important public health and communication challenges. Because the vaccines do not cover all HPV types, and because many already sexually active women have been vaccinated, these scenarios will be, and are, common. An additional complexity is the move to HPV based screening programs underway in many countries, which can be expected to result in a transient increase in cervical cancer diagnosis as prevalent cases are found by the more sensitive test. In Australia, for example, an increase in cancer incidence is expected to occur due to the implementation of HPV screening before falls are seen thereafter due to vaccination and HPV based screening [11] . Increasingly HPV typing of cancer cases will be vital for determining whether vaccine preventable cancers are still occurring in a population, with countries needing to establish routine typing of cervical cancers and centralised recording of results. In many countries, cancer registration itself remains challenging and global efforts to improve cancer registration are an important part of health system strengthening that can be considered a further positive impact of HPV vaccination programs.
Surveillance design
Since vaccine introduction, surveillance studies have been largely dependent upon the use of research based HPV assays of appropriate specimens, entailing additional cost and resources beyond any routine clinical care or data collection. There is continuing complexity within and between countries in assessment of vaccine impact due to changes over time in vaccine used, dose schedule, target age, introduction of male vaccination, level of coverage achieved and accuracy of coverage measurement. Surveillance of cervical infection and related disease is likely to become significantly easier in many countries due to the move towards HPV based screening, which is increasingly considered best practice, due to its greater sensitivity and scalability (including the use of self-collected specimens) than either cytology based screening or VIA, in both developed and developing settings. Increasing adoption globally is seeing prices start to decline and increasing availability of standard HPV assays in routine use for screening. There is a likely a very high utility of HPV based assays calibrated for screening for vaccine surveillance monitoring [12] .
Accelerating impact: vaccine scale up
Currently most girls in the target age globally are unvaccinated and a current shortage of supply is limiting scale up [13] . Whilst mass cohort catch-up is routinely recommended where feasible, due to evidence of the acceleration in vaccine impact that can be achieved [2] , at present there is not enough vaccine supply to support such a strategy in all places that would wish to implement it. Countries wishing to introduce the vaccine through GAVI are having to wait due to supply constraints. Whilst GAVI prices assist the world's poorest countries, middle income countries remain in a difficult situation in relation to vaccine cost. Although nonavalent HPV vaccine is available, it is likely to remain out of reach to most countries due to cost for the foreseeable future. Evidence supporting the viability of one dose vaccination strategies is urgently needed, even as a temporary measure until further supply is secured.
A challenge that should be acknowledged globally is the need to support the most ethical use of HPV vaccines when there are not enough doses available to vaccinate all who could benefit from them. In an ideal world where the vaccine is cheap, the supply unconstrained, and vaccination highly feasible (one dose, ideally given orally, and the anti-vaccination movement is under control), universal vaccination of both females and males to older ages could result in mass interruption of HPV transmission and rapidly reduce cancer burden. However with limited supply, and effective screening for those already exposed to HPV, consideration should be given to prioritising the vaccination of young girls in high cervical cancer burden countries who may never receive screening, rather than vaccinating older women and men in higher resource settings. Equally, in all countries, policy priority must be given to those groups at highest risk of cervical cancer, who are most often the marginalised, those of lower socioeconomic status, Indigenous and vulnerable populations, to ensure equity of access, and culturally appropriate provision of services. We must strive for equal impact of HPV vaccines on cervical cancer for all women and, where necessary, unequal, greater impact where the burden is greatest and the vaccine is needed most. 
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